One of the key modern orthopaedic dentistry problems related to rehabilitation of patients with complete edentulism is the process of their adaptation to artifi cial orthopaedic constructions. According to fundamental and modern scientifi c research, the biological factor, i.e. the complex of all reactions of the organism to the prosthesis including psychological reactions that is individual for each user, is the most important one. Development of new conditioned-refl ex connections and formation of cortical inhibition of active stimulus, that a full removable denture is, depends directly on the balance and dynamics of patient's neural processes despite having several common characteristics including chronometric ones that can be revealed in the majority of patients of this category. Furthermore, previous experience of full removable denture usage is of great importance, specifi cally its presence or absence and whether it was positive or negative etc., which in its entirety infl uences the degree and intensity of phases in patient's adaptation to a new artifi cial construction. In this connection, it is important to note the role of patients' psychological preparation, their familiarisation with corresponding illustrative material, establishment of the psychological contact aimed to form positive but at the same time realistic view on the provided prosthetic care in terms of functional and aesthetic optimum restoration, which is an essential part of successful rehabilitation for this category of patients. On the grounds of many years' practical experience, a number of most frequent complaints and questions of patients provided with rehabilitation using full removable dentures which frequently accompany adaptation process and demand careful doctor's attention while performing explanatory work has been developed. Thereafter, it is necessary to make a corresponding note in patient's medical record with signature confi rmation in order to prevent further confl icts associated with the process of adaptation to dentures and its peculiarities related to this specifi c patient.
Introduction
Orthopaedic treatment is a serious intervention into the human organism, one of the main problems in which is the patient's effective adaptation to the denture. One of the most widely-used methods of rehabilitation for patients with complete edentulism is full removable denture treatment. In this sort of prosthetics, success in restoration of functional and aesthetical optimum depends directly on the process of patient's adaptation to the prosthesis. In orthopaedic dentistry, the term "adaptation" (lat. adaptatio -fi t, adjust is used in the following two situations: 1) meaning the patient's the adaptation process to an orthopaedic dental construction may be complicated by lack of stimuli for habituation and expressed suspiciousness leading to excess perception of individual sensations caused by the denture. These patients are prone to trusting their "neighbour" more than a doctor. Sanguine is the one having strong nervous system type with balanced processes of excitation and inhibition. As a rule, such patients cooperate with the dentist-orthopaedist and adhere to the doctor's instructions orderly. Such patients usually adapt to dentures easily and without any complications. Phlegmatic is the one having strong nervous system type with inert processes of excitation and inhibition. Such patients are dilatory, sometimes distrustful but disciplined. They usually endure discomfort associated with adaptation to dentures well. Mood stability intrinsic to them allows quite slow but successfully fi nish the denture habituation period. Choleric is the one having strong nervous system type with unbalanced processes with prevalence of excitation. The dentist-orthopaedist must be specifi c in recommendations and instructions as well as uncensorious, polite and patient within the process of communication. A denture introduced into patient's oral cavity is a strong stimulus for mucous coat and periodontium receptors. Due to the ability of periodontium receptors to adapt to masticating pressure, a substantial part of information from the stimulus does not reach consciousness and therefore does not overstrain higher divisions of central nervous system. This circumstance explains relatively fast habituation of fi xed dentures. The quantity of excited receptors and irritation intensity increase during removable denture usage. In response to this, higher mechanisms activate while excitation reaches the sphere of consciousness. Cortical inhibition development velocity and formation of new conditional refl ex connections depends on the dynamicity and balance of patient's nervous processes. Subsequent formation of inhibition in response to other identical conditioned stimuli is signifi cantly more rapid and easier than for the fi rst time [6] . At the same time, it is necessary to note that development of conditioned refl exes becomes more diffi cult with age and their extinction is observed. This fact is associated with weakening of cortical inhibitory infl uence on subcortex centres [7, 8] . Additionally, correct psychological preparation of patient and his/her understanding of the necessity to use the prosthesis as a treatment means aimed to maintain their health are of large importance for their adaptation to dentures. For that purpose, it is necessary to perform demonstration of illustrative materials before treatment initiation, whether it is a preliminarily produced demonstrational exemplar -a model (which is preferable due to additional tactile perception of the object) or graphic representation of the prosthesis -a drawing, a photograph. This is done in order to not to allow the fi nal material result of the dentist-orthopaedist's work
Materials and Methods
Both modern scientifi c literature and fundamental works touching such essential aspects as conditioned refl exes and conditions of their formation and inhibition were used as the source of the material presented in the article. Our team's long-term clinical experience in rehabilitation of this category of patients was used to formulate a list of most frequently observed problems and issues in the habituation to full removable dentures by patients
Results
As the result of modern and fundamental literature analysis, theoretical aspects of patients' adaptation to orthopaedic dental constructions, namely, full removable dentures, have been considered. Priorities of different adaptation factors in the process of adaptation have been denoted. Among those, the psychological factor was found to be the leading one as pivotal to successful rehabilitation. Based upon many years of practical experience, a list of the main diffi culties and questions asked by patients within the process of adaptation to full removable dentures has been formed.
Discussion
Dental prosthetics, especially involving removable orthopaedic constructions, is a serious medical intervention into the human organism that affects it massively. Despite the fact that the denture might be produced in accordance to all rules of prosthodontic art, the main factor of successful prosthesis exploitation and habituation by the patient is a biological one. Biological factor is understood as the integrity of all reactions of the organism to the denture. In turn, reactivity of the patient's organism, oral cavity organs and tissues, mucous coat of the prosthetic impression area in particular and the whole oral region in general, reactivity of bone tissue, muscles and temporomandibular joints depends on health status of a person, his/her age, higher nervous activity type and psychological status [3, 4, 5] . A person's higher nervous activity type and features of their temperament exert substantial infl uence on processes of adaptation to dentures that must be taken into account in clinical practice by dentists-orthopaedists. Melancholic is the one having weak nervous system type with prevalence of inhibition processes. Such patients are noted to have diffi culties in adaptation to dentures. They are sensitive; become a surprise and provoke rejection by its appearances and size and lead to the following characteristic reaction -"how will I bear this in my oral cavity?" In this regard, it is also outstandingly important for the dentist-orthopaedist to inform the patient about peculiarities of full removable dentures during the whole period of orthopaedic treatment, as well as about fundamental difference between natural and artifi cial teeth and the patient's own role in success of treatment. The patient must know that full removable denture treatment effi cacy does not only depend on the quality of the prostheses itself, but, to a certain extent, it also depends on the patient's dedication to habituation to the denture. Thus, it depends on recognition of the patient's diffi culties associated with adaptation to full removable dentures, on the patient's willingness and intention to overcome the mentioned diffi culties. An important factor defi ning general reaction of a person to presence of a removable denture in the oral cavity is their psychological preparedness depending on whether they trust their doctor and on the degree of their awareness about limits in possible restoration of mastication, speech and face appearance. The patient must know that prosthetic devices are only able to restore what was lost due to the absence of teeth and alveolar ridge atrophy, while many age-related changes are almost impossible to revert [9] . Psychological adaptation of patients to full removable dentures is of pivotal importance. This notion is defi ned as the "integrity of complex conditioned refl ex reactions of patient related to the sphere of human emotions and defi ning the degree of their satisfaction by prostheses". In this connection, quite illustrative are clinical studies revealing strong positive emotions evoked by dental arch restoration, improvement of face appearance and its general rejuvenation associated with successful denture treatment using different removable orthopaedic constructions. Patients' (especially females') aesthetic satisfaction by dentures signifi cantly enhances adaptation to them. And conversely, prejudice and suspiciousness of the patient may exert negative impact on the adaptation process during formation of new or restoration of former conditioned refl exes associated with the complexity of psychic reactions and the patient's attitude. The psychological background of communication with the patient initially set by the dentist-orthopaedist involving formation of elements of trust, friendship, consideration and understanding in regard to household issues of the patient (such as garden planting, crop harvesting, discussion of problems related to communication with grandchildren, etc.) is the key factor in solving this issue. In the problem of patients' adaptation to full removable dentures, there is an important and still under-investigated aspect of speech adaptation which also lies within the sphere of conditionedrefl ex activity dependent not only on functional peculiarities of the tongue, soft palate, masticatory and mimic muscles but also on optimal interaction of active speech articulation organs with prostheses in general and with their separate components in particular [10, 11] . The above-mentioned data prove the fact that adaptation of patients to full removable dentures is a problem that has not been solved completely in regard to separate theoretical and practical aspects. Nevertheless, a certain contribution to the solution of this issue has been made by Russian scientists who have dealt with problems of local and general adaptation of patients to dentures. A full removable denture is sensed as a foreign body by tissues and organs of the human oral cavity and is a strong stimulus for nerve endings of the oral cavity mucous coat. Excitation of sensitive receptors in the oral cavity is transmitted via the refl ex arc to salivation centres, speech, etc. resulting in excessive salivation and vomiting refl ex, impairment of speech, mastication and deglutition functions. Adaptation or adjustment to a removable denture comes slowly and gradually. This process is expressed by development of neuromuscular coordination, restoration of impaired maxillofacial area functions. Sensation of an orthopaedic construction as a foreign body disappears with habituation and full adaptation of the patient. Adaptation to removable prostheses takes from 10 to 30 days and depends on a variety of factors. According to data by V. Yu. Kurlyandsky (1969), patients' adaptation period to a removable prosthesis is affected by the degree of its fi xation and stabilisation, presence or absence of pain in the prosthetic impression area, peculiarities in construction of the prosthesis and by other factors. In case of timely denture treatment, adaptation period decreases to 3-5 days. These data have been confi rmed by objective data by a number of modern studies [12] . The process of adaptation to a denture could be considered as a manifestation of cortical inhibition. In the beginning, a denture is sensed as a foreign body -an abnormal stimulus. Due to the works of I. P. Pavlov (1923) on conditioned refl exes, sensation of a prosthesis as a foreign body disappearing over time is to be considered as a manifestation of cortical inhibition. In its mechanism, inhibition is of internal or conditioned nature. This inhibition develops in the prosthesis bearer due to the general law, according to which any excitation against the background of its long-term presence and becomes an inhibition agent with essential participation of the cortex. Experiments on animals carried out in I. P. Pavlov's laboratory (1903) revealed and proved that an abnormal stimulus initially evoking active reaction begins evoking less and less active reactions over time and fi nally loses its effect completely. Against the background of permanent application of such passive stimulus, the conditioned refl ex becomes inhibited. This proves that the reaction does not disappear but the phenomenon of inhibition is present. Such inhibition could be removed (interrupted) by effect of a stronger stimulus [13] . of articulation and phonation, disappearance of tension in soft tissue, inhibition of vomiting refl ex (if initially present), beginning of chewing effi ciency restoration (the rapidity of the processes may be higher or lower depending on the prosthesis construction and initial clinical status of toothless alveolar ridges, the degree and type of their atrophy). The third phase is full inhibition that comes within the period between the fi fth and the thirty-third day after prosthesis application. A characteristic feature of this period is the fact that the denture bearer does not feel the prosthesis as a foreign body but instead cannot dispense without it. Full adjustment of the muscular and joint system to restored (or altered) occlusion is observed. Deglutition effi ciency is restored to the maximum possible value. Inhibition developed in response to full removable denture usage is revertible, i.e. in certain conditions an inhibited stimulus becomes active again. Some inhibition weakening is observed in prosthesis bearers that remove dentures from the oral cavity during night time. They always note that they need some time in the morning for articulation to be restored and for prosthesis in the mouth not to be felt, i.e. the orthopaedic construction is an abnormal stimulus again in the beginning. However, stimulus action of the prosthesis is quite short-term in this case. This is explained by the fact that a once-developed inhibition facilitates development of repeated inhibition as a once-formed refl ex promotes formation of conditioned refl exes. This is a typical reaction of living beings to a stimulus over one or another period of time after a pause in its action. At the same time, this fact points to the after-impression persisting in the central nervous system for certain time after action of the stimulus that is the pivotal factor defi ning the character of future responses to action of new stimuli. Residual effects of the action participate in defi ning the background and functional mobility of reacting substrates. The presence of after-impression explains the fact that patients undergoing repeated prosthetic care experience more rapid adaptation processes (even if the patient has not used a denture for an extended period of time) and therefore cortical inhibition in response to action of the irritation by a newly produced denture. It is also known that the best orthopaedic treatment results and most rapid adaptation to prosthesis is observed in case of immediate prosthetics, especially in cases when bases of prostheses are produced from fl exible plastic as well as in cases of full removable dentures lying on dental roots through a telescopic system or button fi xators of cast inlays which is explained by a signifi cant role of teeth periodontium proprioception.
Recently, clinical practitioners have begun devoting increasing attention to the problem of psychogenic intolerability to removable dentures as the number of patients with maladaptation to these orthopaedic constructions has grown. Results of a number of psychoanalytical studies have shown From this point of view, a newly applied removable denture is an active stimulus for sensitive nerve endings in the oral cavity and will be such until cortical inhibition is developed. Excitation of oral cavity receptors by a denture is manifested by excess salivation, articulation impairment, retching. In case of hyperexcitability, continuous retching is observed. In specifi c cases, immediate emergence of vomiting reaction is registered. Adaptation mechanism as expression of compensatory brain hemispheres activity reveals itself in gradual restoration of motor action in dentofacial innervation. For example, acts of food biting, mastication and deglutition are non-coordinated in the beginning of prosthesis exploitation thus requiring more physical and emotional-volitional strength for their performance. After some time of denture usage, these acts are being performed in a coordinated and refl exive manner, which is explained by the following change of excitation to inhibition in the brain cortex. Emergence of coordinated and coherent activity of all organs participating in food processing in the mouth in presence of dentures is the result of coordinating role of the nervous system. It is exactly the nervous system that is capable of rebuilding functions and forming new interrelations. Disengagement of the coordinating role of the central nervous system in denture users has been proved by widely known facts of denture aspiration during sleep time [14] . Cortical inhibition begins in different periods from the fi rst day of denture usage and depends on a number of factors, the main among which is the type of higher nervous activity. Period of adaptation to dentures depend on its size and construction, the degree of its jaw fi xation and the character of masticatory pressure through the mucous coat and periodontium. Large infl uence on denture adaptation period is exerted by emerging pain from prosthesis pressure (sharp sides of the jaws, sores, ulcers on prosthetic impression area tissues and proximate zones). In case of sharp edges on jaws or sore formation, adaptation period extended. This follows from the fact that in such cases the prosthesis produces growing irritating effect which prevents formation of inhibition in the central nervous system and the prosthesis is still sensed as a foreign body. Inhibition will appear only after removal of all additional stimuli. V. Yu. Kurlyandsky outlines three successive phases of adaptation to dentures. The fi rst phase of irritation is observed on the fi rst day of full removable denture delivery to the patient. This phase is characterised by the patient's attention being fi xed on the orthopaedic construction as on a foreign body. The irritation is expressed in form of excess salivation, drastic changes in articulation and phonation, lisping, inadequate deglutition effi ciency, tension in lips and cheeks, vomiting refl ex appearance. The second phase is partial inhibition that comes within the period from the fi rst to the fi fth day after initial prosthesis application. Characteristic features of this phase are gradual normalisation of salivation, restoration that such patients have signifi cant differences from those in the control group residing in the fact that they stated more frequent complaint about internal organ dysfunctions. All attention of such patients, as a rule, is so concentrated on their sickliness that it is complicated to discern between real, actual symptoms and spurious ones (false symptoms speculated by the patient). Individuals with unbalanced psyche are especially frequently registered among patients with temporomandibular joint disorder (TMJD). It is suitable for a dentist-orthopaedist to cooperate with psychologists or in some cases with psychiatrists while treating patients of this category. Effi cacy of full removable denture treatment does not only depend on the art of medicine and dental mastery but is also largely contributed to by preliminary psychological preparation of the patient to diffi culties in adaptation to the prosthetic construction intrinsic to this sort of dental treatment. Advance notice and acquaintance of the patients with future inconveniences after production of removable orthopaedic constructions and due medical care of patients in this complicated life period of adaptation predefi ne the success of the fi nal result of orthopaedic dental treatment measures. Drawing upon personal, many-year experience in prosthetic care provided to such category of patients, we have revealed a number of main issues to be warned about in advance for the patients who will begin using full removable dentures [15, 16, 17] . Introduction of this list to the patient with confi rmation signature in the medical record followed by receiving a leafl et guide with information about inconveniences a patient might experience after production of full removable dentures are of great importance to the dental clinic and the dentistorthopaedist. In this connection, we are presenting a text variant of a leafl et guide for a patient who starts using full removable dentures with a list of temporary inconveniences he/she is sure to face with after orthopaedic treatment and application of prostheses that are transient in the period of adaptation to full removable dentures. 1. Nausea and retching. These symptoms are more pronounced in case of full removable denture treatment of the upper jaw. These phenomena can be terminated or alleviated by shortening of the distant (back) palatal base part. Therewith, it is necessary to keep in mind the fact that this manipulation may disrupt the border seal in clinical cases of full removable maxillary denture treatment, which will impair its fi xative ability. Respiratory exercise -deep inhalations and exhalations through the nose -at initial stages of denture usage makes it possible to reduce such phenomena. It possible to apply topical anaesthesia to the "A" zone (the rear palatal border of the prosthesis) as a temporary adaptative manipulation at the fi rst stage of prosthesis exploitation. 2. Excess salivation. It is observed at the beginning of removable denture usage. This phenomenon is explained by the fact that any foreign body in the oral cavity inducts refl exive salivation increase. This inconvenience is eliminated through prolongation of continuous removable denture usage period, patient's adaptation (habituation) to it and inhibition of irritating infl uence of the orthopaedic construction stimulating the above-mentioned refl ex. 3. Biting of cheeks along the teeth occlusion line. It is possible in the beginning of use of removable dentures or dentures replacing the lacking lateral group of teeth. This circumstance is explained by masticatory muscle atrophy during the period of teeth absence and reduction in the height of the lower third of the face. This inconvenience is liquidated after adaptation of masticatory muscles to new functioning conditions in presence of removable artifi cial orthopaedic constructions with the condition of cheek depression removal and restoration of optimum height of the lower third of the face.
Subjective sensation of the upper lip being pushed out and protrusion of the upper teeth group from under it. This
circumstance is explained by orbicular muscle atrophy during the period of frontal teeth group absence and decrease in height of the lower third of the face. This inconvenience is terminated after adaptation of the orbicular muscle to new functioning conditions through termination of adoral soft tissue depression and restoration of optimum height of the lower third of the face. 5. Speech defect. It is possible in the beginning of removable denture usage, especially a maxillary one replacing the frontal group of teeth. This circumstance is explained by presence of new articulatory interrelations of the tongue tip with the frontal group of artifi cial teeth and decrease of functional space for the tongue. Speech is restored after adaptation of the tongue to new articulatory interrelations. Elimination of lisping and defects in pronunciation of particular sounds -the "s" sound, more frequently -is possible through gradual shortening of the frontal teeth cutting edge in dynamics in order to form the optimum sound pronunciation. 6. Subjective sensation of insuffi ciency (lack) of space for the tongue in the oral cavity. It is possible in the beginning of removable denture usage, especially in cases of simultaneous production of both maxillary and mandibular dentures. In case of teeth absence, the space for the tongue was only anatomically restricted by soft tissues resulting in its compensatory hypertrophy due to participation in mastication while the denture base and artifi cial teeth arches decrease available space for it. This inconvenience is less pronounced in case of clasp prostheses or dentures with metallic base in comparison with laminar prosthesis made of acrylic plastic due to the reduced thickness of the metallic base approximately equal to 0.3-2.5mm. This inconvenience is terminated after adaptation of the tongue to new ("constricted") conditions of functioning that cannot be avoided.
7.
Painful sensations in the mucous coat of the impression area -prosthetic stomatitis in the beginning of removable denture usage. Such condition is explained by the mucous coat of the prosthetic impression area being exposed to abnormal mastication load. Prosthetic stomatitis is more expressed in patients using removable dentures for the fi rst time and may be almost absent in case of repeated prosthetic treatment due to characteristic morphological changes of the mucous coat of the prosthetic impression area -thickening and hardening of the epithelial layer. Prosthetic stomatitis is more pronounced in patients with exostoses, irregularities and eminences of the alveolar ridge caused by heterogeneous atrophy and recent removal of teeth as well as in case of periodontium diseases characterised by rapid heterogeneous alveolar bone atrophy, rapidly progressive pathologic tooth mobility and their subsequent loss in medical history. This inconvenience is terminated by means of dynamic denture base correction and preliminary bone prominence isolation on gypsum model of the jaw. 8. Ingression of food debris under the denture base. This inconvenience is caused by construction features of removable dentures and a specifi c character of their interrelations with prosthetic impression area tissues. The above inconvenience is permanent and inevitable for the patient and requires psychological preparation for the necessity to follow personal oral cavity hygiene rules (washing of the denture and oral cavity rinsing after every meal). To some extent, this inconvenience could be negated through application of denture adhesives. 9. Balance and displacement of denture during masticatory load. This inconvenience is caused by compressibility and mobility of the mucous coat of the denture impression area and is defi ned by peculiarities of individual morphological structure of this anatomical structure as well as its damping properties. To some degree, this effect may be negated or compensated via usage of super elastic prosthesis materials. 10 . Lower masticatory effi ciency of removable dentures in comparison with dental bridges based on natural teeth and dental implants as well as with intact dentition. This inconvenience is caused by the fact that the mucous coat is not anatomically and physiologically conditioned for perception of masticatory load while constructive features of removable dentures provide for concentration of the main part of masticatory load on it. This requires larger emotionalvolitional effort and more time for food mastication. This inconvenience is more pronounced in patients who use removable dentures for the fi rst time and it is less expressed during subsequent (repeated) removable denture treatment resulting from hardening of the epithelial layer of the mucous coat of the prosthetic impression area with the increase of the denture bearing time period. 11. Peculiarities in teeth setup of full removable dentures that do not comply with anatomical features of the patient's dental occlusion before loss of teeth. This inconvenience is caused by individual features of alveolar ridge and jaw bone atrophy requiring arrangement of artifi cial teeth in the middle of the alveolar ridge with full removable denture treatment which provides for most effective fi xation and stabilisation of the prosthesis during functional load. In certain cases, this inconvenience may be negated through individualised (according to the patient's request) teeth arrangement maximally similar to the lost anatomical norm breaking the rules of artifi cial teeth arrangement in full removable dentures. This, however, most frequently promotes decline in fi xation and stabilisation of full removable dentures. 12. Worse fi xation and stabilisation of mandibular full removable dentures in comparison to maxillary ones. The prosthetic impression area of the edentulous lower jaw has smaller area. At its border, it has fi bre bands of the transitory fold mucous coat moving actively and passively that change their position during functional loads. The lower jaw and the tongue are mobile anatomical structures that are in constant movement. This inconvenience may be decreased through formation of borders of the full removable mandibular denture using functional trials and, to some extent, usage of adhesives for removable denture fi xation. 13 . Possible worse fi xation and stabilisation of full removable dentures in some patients in comparison to other ones. Such condition is explained by individual anatomical features of the prosthetic impression area, the degree and the character of alveolar ridge and jaw bones atrophy. This inconvenience may be eliminated to some extent via usage of adhesives for denture fi xation. 14. Short-term phenomena and symptoms of adaptation to removable dentures in the morning in case of ejection of the denture. This phenomenon is caused by short-term absence of the stimulus. Therefore, its reappearance begins cortical inhibition that rapidly terminates signs of infl uence of the stimulus in case of constant denture bearing. In order to decrease this phenomenon, it is recommended to perform logopaedic exercises (active speech load) after introduction of the prosthesis into the oral cavity in the morning for acceleration of the inhibition process. 15 . Possible occasional crashes of the denture base made of acrylic plastic. This issue is defi ned by the denture material (acrylic plastic) fatigue caused by dynamic multidirectional masticatory loads in aggressive environment of the oral cavity. The quantity of crashes can be decreased through reinforcement of the denture base or avoided via production of prostheses with metal bases. 16 . Inevitable attrition of artifi cial teeth of removable denture through time. This issue may lead to decrease in occlusion height, development of angular stomatitis and TMJD. Dynamic dispensary observation of patients and timely production of new dentures are recommended for prevention of the abovementioned complication. 17 . Possible absorption of microorganisms and food debris by denture bases. It is caused by imperfection of acrylic plastic as a prosthesis material. A secondary pathology (oral candidiasis) might form in denture-supporting tissue in nearest and later periods of denture usage. In this connection, application of special denture cleaning means is required as well as ultrasound denture cleaning and recurrent production of new dentures. 18. Deterioration of full removable denture fi xation and stabilisation with every subsequent denture treatment. It is caused by progressing alveolar ridge and jaw body atrophy and decline in anatomic-topographical conditions for production of orthopaedic constructions. 19. Full removable maxillary dentures made of acrylic plastic have palate thermal insulation properties. Thermal sensitivity during food intake is impaired, esophageal burns are possible as well as the "greenhouse effect" with subsequent development of oral candidiasis. This inconvenience can be eliminated through usage of removable prostheses with the metallic base.
Conclusion
Therefore, clinical success and functional effi cacy of full removable denture treatment does not only depend on the art of medicine and dental mastery but it is also largely contributed to by the dentist-orthopaedist's competence in qualifi ed psychological preparation of a patient for quite complicated future orthopaedic treatment, abilities and practical skills of the specialist, personalised approach to stepwise guidance of a patient at complex and ambiguous adaptation stages of removable orthopaedic construction habituation. The suggested algorithm of patient instruction regarding possible inconveniences they will inevitably face with after production of full removable dentures as well as its informational content are an effective tool for achievement of fi nal useful effect of orthopaedic treatment for completely edentulous patients using removable orthopaedic constructions. Availability of the list of diffi culties on the path of adaptation to full removable dentures formed on the basis of practical experience makes it possible for a practicing dentistorthopaedist act confi dently at the patient psychological preparation stage and the leafl et guide issued to the patient who puts the confi rmation signature in dental out-patient record is an effective law tool for prevention of confl ict situations in a dental hospital.
